The birth of a child with Down's syndrome is an indescribable shock to the parents. It would not be surprising if this altered their whole attitude to further family building; one might expect their contraceptive practices subsequently to be particularly efficient, and one might expect their attitude to pregnancy termination to differ from those of the population at large. Yet there is little information in the literature on these and related questions. To provide it, a survey was made in a sample of parents with Down's syndrome children in the north-east of England.
Materials and methods
A survey was conducted in 1978-79 in the northern hospital region which, centred in Newcastle upon Tyne, extends from Berwick in the north to the Cleveland area in the south, and to Whitehaven in the west. One hundred families agreed to cooperate in the study. Seventy-one of them had been referred to the Genetics Advisory Service for chromosome examination of the affected child by the family doctor or paediatrician. Of these, 34 pairs of parents who were concerned at the risk of recurrence in a future pregnancy or in the children of their normal sons and daughters subsequently received genetic counselling through the Advisory Service; the other 37 were counselled by the paediatrician, or regarded their families as complete and did not request genetic ' advice. There were a further 15 families who were members of the local Down's Syndrome Association, and 14 from the Hartlepool community health register, none of whom had been previously referred for genetic counselling.
General practitioners, or consultant paediatricians, were informed by letter about the survey, and their agreement was requested before a family interview. Confirmation that the Down's child was alive and living with the parents was obtained from the family doctor. All families were visited at home by appointment, the interviews being carried out by either the author or a health visitor from the Genetics Advisory Service. The interview, which usually lasted from one to two hours, sometimes longer, was structured, and a standard questionnaire was used.
KARYOTYPES
There were 62 male and 38 female Down's The number of spontaneous abortions (29) appears to be rather high, and the two translocation carrier parents seem to have made little contribution to this.
The number of stillbirths also appears slightly higher than expected, but this is due to the inclusion of two pregnancies which produced premature twins. One singleton stillbirth was of a male with spina bifida, the other, a female, was due to toxaemia. The mothers of male and female Down's children are very similar in their reproductive histories.
After the birth of the index case, there is a distinct lack of children born. Altogether there were 67 pregnancies. Two were terminated after amniocentesis, one of a Down's fetus to a mother carrying a 14/21 translocation, and the other of a twin pregnancy where one twin had a large exomphalos (carried out in 1976, after an elevated AFP result but before a high resolution ultrasound scan was available). There were eight spontaneous abortions, and two pregnancies ended in stillbirths, again of twins. After the birth of the Down's child, 55 liveborn children were produced in these families.
The mothers were asked about their family-building intentions. Once the affected child had been born, 61 of the mothers would certainly have liked more children, three were unable to say, but 36 decided not to add to their families because they thought that they were too old or that they could not cope on account of the affected child, or that they had decided that their family was already complete. As regards the number of children previously intended if the propositus had been a normal child, 24 mothers had planned for one more child, 18 for two more, 3 for three more, and 4 for four more, while 51 could not say. These last estimates, excluding the half of the sample who could not answer, show previous intentions of a minimum of 85 more children. By comparison with this, the 55 achieved livebirths appears to represent a distinct restriction of reproduction.
Ninety-one mothers had never considered the possibility that they would produce an abnormal child, the others having obtained their knowledge from the press (2), from radio or television (3), and from acquaintanceship with other families with a Down's child (4 To account for the restriction of fertility subsequent to the birth of the Down's child, contraceptive methods employed must have been reasonably efficient. Many couples used more than one method (table 4). In 26 couples, a quarter of the families in the study, sterilisation was requested by one of the parents after the Down's syndrome child was born. In three cases this was done without seeking informed advice about genetic risks, and in one case the parents had erroneously been advised a high risk of recurrence. One mother became pregnant with an IUCD in situ and she subsequently aborted spontaneously. There were 20 Roman Catholic couples in the study, six of whom produced four or more children. They were reluctant to practise contraception, but ultimately five parents (four fathers and one mother) agreed to sterilisation.
The attitudes of the mothers to induced abortion for genetic reasons were interesting. Certainly the majority of parents had accepted the Down's child 
